Sir Archibald Mclndoe (London):
The operation described by the author in 1938 seems to have established itself as the standard method when judged by the requirements of ease of performance, low morbidity, no mortality and excellent end-result (Mclndoe and Banister, 1938) . This operation has now been carried out on 105 patients during the past twenty-two years and it has naturally passed through various modifications in that time. 103 of the patients operated upon suffered from congenital atresia of varying degree, while the remaining two were treated for strictures acquired in later life.
Until 1938 there was no settled opinion as to the correct management of vaginal atresia. Five methods were generally used:
(1) Intestinal transplantation (Baldwin, 1904; Mori, 1910; Popoff, 1910; Schubert, 1911) .
(2) Pedunculated flaps (Graves, 1921; Frank and Geist, 1927) .
(3) Simple pressure (Frank, 1932) .
(4) Simple reconstruction, mostly grafts (Kanter, 1935; Wells, 1935; Wharton, 1946; Counseller, 1948) .
(5) Free grafts (Heppner, 1872; Abbe, 1898; Pickerill, 1924; Kirschner and Wagner, 1930; Meyer, 1935; Monod and Iselin, 1936; Mclndoe, and Banister, 1938; McIndoe, 1950) .
Inlay grafting was developed from Esser's epithelial graft (1917) and modified by Gillies for the eye socket, the oral and nasal cavities (1920) and by McIndoe for the external auditory meatus, and the urethra (1937a, b, c) .
The principles of inlay grafting are: (a) Careful preparation of the cavity. (b) Complete haemostasis and asepsis. (c) Thin split skin graft in one piece. (d) Continuous (not intermittent) dilatation until the contractile phase is overcome.
Description of the operation and after-care. A cavity is prepared between the rectum and urethra in the loose areolar tissue between the two structures and enlarged upwards to the pouch of Douglas by finger dissection. It is made sufficiently big to accommodate a mould exactly the same size as that carrying the graft. After haemostasis the light, hollow, graftcovered mould is inserted into the cavity and a perineal bridge built beneath it so that it cannot slip out. The urethra is not obstructed but, for the first few days, a self-retaining catheter is worn. The mould is left in place for four months and then removed. A polythene dilator is used continuously for at least six months and only discarded when all tendency to contraction has ceased. (For further details see Berkeley and Bonney, 1942.) The end-results were as follows: congenital absence of the vagina, which was represented in the majority by a small dimple. The adnexa had been palpated in some cases under an aneesthetic and often the uterus was represented by a small nubbin of tissue in the mid-line. These patients were usually quite attractive and feminine in appearance, often being slight in build with an "elfish" look. Congenital absence of some portion of the vagina occurred in 5 patients resulting in hwematometria. One patient also had a double uterus.
There were 5 pseudohermaphrodites. 3 of these had had testicular tissue removed at the time of laparotomy or herniorrhaphy. One suffered from adrenal-cortical hyperplasia. 6 patients had acquired stenosis (Table I) . complication was early extrusion of the mould and in 19 cases the mould had to be replaced and the perineum re-sutured. All the patients who eventually had an unsatisfactory result from operation had had early extrusion of the mould. The mould was usually left in situ for four and a half to five months. If the mould is extruded early, the vagina quickly shrinks down and it may be impossible to replace the mould even in twenty-four hours' time. If the mould is extruded late, daily vaginal dilators may be sufficient.
Severe urinary infections occurred in 13 patients; these were all controlled by sulpha drugs or antibiotics. An indwelling catheter was left for eight to ten days and normal voiding of urine usually occurred after that time. One patient, however, developed retention of urine when the catheter came out early and a temporary suprapubic cystostomy was made. One patient complained of stress incontinence of urine two -years after the original operation. She was found to have a small urethrovaginal fistula which was closed with a good result.
Rectalfistulak developed in 4 patients. A small fistula was found at the vault of the vagina when the mould was removed at five months. This was treated by vaginal dilators, and the fistula healed spontaneously with a slightly shortened but adequate vagina. 3 other patients developed fistulk at three weeks, six weeks and seven weeks after operation. The last 2 passed the mould rectally. The vagina shrank down to 11 in.
with healing of the fistuli in these three cases.
Hawmorrhage occurred in 2 patients. One had to be transfused twenty-four hours after the operation and the mould was removed and blood clot cleared out. The mould was then replaced and the perineum re-sutured and the final result when the mould was removed after five months was very good. Another patient had a severe hemorrhage on the eleventh day. The mould was removed and the vagina irrigated and packed. Vaginal dilators were used when the pack was removed. The final result was a functioning but shortened vagina. In both these cases the skin graft survived, and it would 33 953 Proceedings of the Roi seem that a graft "takes" within a very short time of operation. The donor skin area.-One patient developed keloid in the scar, but this gradually improved and after three years the scar was only just noticeable. Another patient who had a vaginoplasty five years previously was very fond of sunbathing. She complained that when she became tanned, the donor area on the thigh remained a blotchy white. This was confirmed when she was examined and she was advised to use cosmetics on the affected area.
Deep calf-vein thrombosis.-One patient developed a deep thrombosis and made an uneventful recovery with treatment.
The fate of the graft.-The graft "takes" shortly after operation. Only on one occasion was the graft rejected completely together with the mould on the tenth day. Section of the graft showed that it was necrotic. 3 patients had a second graft applied when the mould was removed. Several patients had a small area at the vault of the vagina where the graft had not taken. These were treated by curettage of the granulations and the passage of dilators. Biopsy of the vaginal skin five months after operation at the edge of an area of granulation tissue, showed that there was normal squamous epithelium with a small ulcer at one edge of the section. It is of interest that the vaginal skin was reported to give a positive stain for glycogen. Vaginal smears have been taken from some patients and these are similar to smears taken from the lower third of the vagina of normal patients. The pH of the new vagina: in the few patients examined varied from 6 to 8.
The results of operation.-The primary results are shown in Table IV . There were 4 failures and 3 patients who had a short vagina, but who managed successful intercourse. The long-term results are shown in Table V. In the time available it has only been possible to follow up 39 patients, 2 of whom had repeat operations. Between 1948 and 1958, 60 vaginoplasties were carried out. 32 patients had an excellent result and were leading normal married lives. 3 were found to have some stenosis of the upper third of the vagina the effective length of which was 3 to 34 in. The upper third was represented by a track that would admit the tip of the little finger. These patients are being 4I Society of Medicine 34 If regular intercourse does not take place the vagina may decrease in size. One patient, 43 at the time of operation, when examined ten years later had a vagina 3 in. long, which only admitted one finger. Another patient had a vaginoplasty at the age of 23 with an excellent result. She did not marry until nine years later, by which time the vagina was only 1. in. long. She had a repeat operation. After six years of normal married life a patient developed dyspareunia and did not have intercourse for a year. The vagina when she was seen after that time was found to be only 14 in. in length and she also had a second operation. Sir Archibald McIndoe performed a vaginoplasty on a girl of 17 in 1943. She was examined four years later and found to have a perfect result. Previously she had had a laparotomy and the uterus was found to consist of a small mass of tissue only. In 1957 when she wished to marry the vagina was only 2in. long and she had developed two large fibroids in the rudimentary uterus. She had a repeat vaginoplasty and the fibroids removed.
It is therefore necessary that patients who cannot marry after the operation, or patients who develop dyspareunia, should be seen so that they understand that they must continue passing vaginal dilators.
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Mr. Frederick W. Roques (London) showed a film illustrating the construction of an artificial vagina, following Mclndoe's technique, with a report of 15 cases.
Dr. C. Seah (London) introduced a film to show Professor B. H. Sheares' technique for the treatment of congenital absence of the vagina.
